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Of particular interest and importance in considering the cause of this muscular subaortic stenosis is the necropsy study by Teare in 1958,3 entitled "asymmetrical hypertrophy of the heart in young adults." This report described a series of eight cases in which the common feature was massive hypertrophy of the interventricular septum of unknown cause. One of these cases was studied clinically during life and presented signs of inflow obstruction to the right ventricle.12 Goodwin et al. 7 reported eight cases of "obstructive cardiomyopathy simulating aortic stenosis," and they believed the underlying cause for this syndrome was "asymmetrical hypertrophy of the heart." In addition to dominant features of aortic stenosis, their cases also had obstruction of right and left ventricular inflow, which they believed was due to encroachment of the septal muscle mass on the tricuspid and mitral orifices. Two of their cases also had systolic pressure gradients in the mid right ventricle. The over-all picture they described was that of bilateral obstruction of the ventricular inflow and outflow tracts. It seemed reasonable that massive enlargement of the interventricular septum could cause this. Brent et al.,6 using the term "familial muscular subaortic stenosis," had earlier described the familial incidence in this condition, and the postmortem findings in two of their cases showed marked hypertrophy of the interventricular septum. Neufeld et al. 8 described the pathologic findings in a stillborn infant and in a 1-month-old child with "combined congenital subaortic and infundibular pulmonary stenosis." The striking feature in both these cases was the massive size of the interventricular septum compared with the size of the rest of the heart. They thought that in life this septal muscle would encroach on both ventricular cavities and lead to bilateral obstruction of the ventricular outflow tracts.
Braunwald et al.9 reported 14 cases of "idiopathic hypertrophie subaortic stenosis," and they also believed that the condition Teare described was probably responsible for the muscular obstruction of the left ventricular outflow tract. One of their cases had a systolic pressure gradient in the mid right ventricle and another a mitral diastolic gradient. Most of their cases also had mitral insufficiency. They believed that both the mitral diastolic gradient and the mitral regurgitation could be due to distortion of the mitral leaflets by the septal muscle mass as suggested by Teare T o1), ( fig. 8, tol), 811(1 fig. 10) and fillingt clefects in hoti righlit ( fig. 13) Lower right shows how the septum also bulges into the cavity of the right ventricle.
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